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SUPPLEMENT TO ATTACHMENT 3.1-A

6d. Other Practitioner Services

1. Physician Assistants. See service limitations under section 5a of
this attachment.

2. Nurse Practitioners other than Pediatric or Family Nurse
Practitioners. See service limitations under section 5a of this
attachment.

3. Certified Registered Nurse Anesthetist. See service limitations

under section 5a of this attachment.

4. Nursing services which are determined medically necessary by the
Department, and are limited to no more than 18 hours of nursing
during a calendar quarter.

TN # 99-009
SUPERSEDES APPROVAL DATE l (%’ 00 EFFECTIVE DATE 10-01-99

TN # 92-19



SERVLMT.STP _ Page 12

SUPPLEMENT TO ATTACHMENT 3.1-A

7. Home Health Services

a,b,d. The following home health services are not payable:

1. Home health agency services provided to individuals residing
in a hospital, nursing facility, or intermediate care
facility for the mentally retarded.
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ATTACHMENT 4.19-B
PAYMENTS FOR MEDICAL AND REMEDIAL CARE AND SERVICES

é)d. Other Practitioner Services

1. Physician Assistants. Reimbursement will be 90% of the fee
established under physician services, section 5 of this attachment.

2. Nurse Practitioners. Reimbursement will be 90% of the fee
established under physician services, section 5 of this attachment.

3. Certified Registered Nurse Anesthetist. Payment will be made
following the anesthesia service provisions of section 5 of this attachment.

4. Nursing services. Payment will be based on reasonable and allowable
costs for the service provided.
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